ith,

olfare

ice
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All diseases in Port | must be causally related.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

istrationm District No. . ... e

THE DIVISION OF HEALTH OF MISSOURI

STANDARD CERTIFICATE OF DEATH

Primary Registration District

Neo..

99-010835 .

STATE FILE NUMBER

aetrain e s —— chillroa‘& 2254.,_

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived. If institution: chlder]c. before
a COUNTY a. STATE nlinOiS b. COUNTY P, errv y“‘m
b. CTOTRY (I outside corporate limits, give TOWNSHIP only} Inside Limits [ C|OTRY . Inside Limits
TOWN St.louis Yes [l No[] TOWN Cutler Yor i Ne[]
¢. FULL NAME OF (If NOT in bospital, give location} | Length of stay in 1b d. STREET (If outside, give location) Reside on Farm
:GSP < R
¢ NOsIALOR St. John's Hospital ADDRESS Yes ] Noff]
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Yeor
{Type or print) s D Oof
Lilly tanley sngerfield oeatH  March 3, 1959
5. SEX 6. COLOR OR RACE 7'MARR|ED[:]NE\.-ER marrreo[] 8. DATE OF BIRTH 9. AI(;E Lln'f.;:',? ::P:'E).ER;::AR |:°I::DER z;:ns.
Female White woowergg] 1. pivorcen[ ]| Nove 25, 1877 8y I
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BEIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during st of working Jife, even if retired) INDPIST.
Housewite K Fome Carmi, an UnS,a
13a. FATHER'S NAME 13b. MOTHER'S MAICEN NAME 14. NAME OF HUSBAND OR WIFE
William Stanley Elizabeth Lay | James
15. WAS DECEASED EVER IN L. §. ARMED FORCES? 16, SOCIAL SECURITY No.| 17. INFORMANT Address
(Y.lﬁa ot unknawn)] {ll yes, give wor or dates of service) None Mr D ! E Me! J I JJ

PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a}

Conditians, if any,
which gove rise 1o
above cavse (o),
stating the under-

18. CAUSE OF DEATHAEmu only one couse per W

for (n), {b), and (c).)

INTERVAL BETWEEN
ONSET AND DEATH

DUE TO (b) MMMA_%{
Yl X

§ e

Death occurred at
.

é tying couss last. DUE TO {c)
= PART I, OTHER SIGNIFICANT CON| mons CONTRIBUTING TO DEATH but not related 1o the terminal dissass condition given in PART | {a) 19. WAS AUTOPSY
& - . PERFORMED?
g YES[] NO [_D,-J-
21 200. ACCIDENT SUICIDE HOMICIDE 20b DESCRIBE HOW INJURY OCCURRED. {Enter n?n of injury in PART | or PART }I of item 18.)
o r
u
2 - U d 134.,13b , 3 X3d .CORRECTED
é Be: RO Hour Month, Doy, Yeor BY AFFIDAVW—B——— & -
] p.m, 3-a7-

20d. INJURY OCCURRED . PLACE OF INJURY (e.g., inor cbout home,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHlLE ATD NOT WHILE D ‘drﬂl, wctory, treet, office bldg., etc. )

AT WORK . —
39 som 2T 2
21. | ottended the deceased from !o and last 3ew h-_glwn on

m on the dote stated above; and ro the best of my knowledge, from the causes stated.

220. SIGNATU

jegnu or az ¢

22b. ADDRESS

0

230. BURIAL, CREMATION,

gféﬂOVA {Specity)

23b. DATE

3=5-59

oy L

22c. DATE SIGNED

4 I 3:3%

23c. NAME OF CEMETERY OR CREMATORY

Herrin City Cemetery

234, LOCA'ﬂ (cn . tawn, o tounty)

{5tare)
r

24. FUNERAL DIRECTOR

ADDRESS

Albert H.Hoppe,4700 Washington Blvd,

M4 8

25. DATE RECD. B8Y LOCAL REG.

{Li d Embalmer®s § on Reverse Sida)

" jj i e

9,583




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

, Student Embalmer No. .......ccceeeennns

Dy ME, OF BY e s rra e e es sas s a e e aa

working under my personal supervision.

Student ..o e e e e
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed. by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. \

L] v .




